Dear Editor:
We read with interest the article risk factors for delayed bleeding after endoscopic submucosal dissection for colorectal neoplasms by Terasaki et al. [1] published online in the International Journal of Colorectal Disease. The authors evaluated the risk factors for delayed bleeding after endoscopic submucosal dissection for colorectal neoplasms and found the location of lesions in the rectum as a significant independent risk factor. They also reported that the clinician should keep in mind the severe submucosal fibrosis and the size of the lesion would have decisive influence on the management of endoscopic submucosal dissection for colorectal neoplasms. When we read the article, some questions recurred to our minds. We need an explanation from authors on a few topics.
First, we wonder about body mass index, which was not included in the analysis. As it is known, obesity is an expansion of white adipose tissue with low-grade inflammation [2] and the fibrosis is supposed to be the result of white adipose tissue inflammation in obesity [3] . However, it is being searched whether fibrosis is a causitive agent or a result of inflammation in the white adipose tissue in obese people [4] . In the study, the authors found the rate of lesions with severe fibrosis with delayed bleeding to be higher than that of lesions without bleeding. Therefore, we are curious about the relation between BMI levels of the patients and fibrosis with delayed bleeding.
Second, the authors found the rectum location of the lesion as a significant independent risk factor for delayed bleeding. The rectum vascularization includes branches from the inferior mesenteric artery and branches from the internal iliac arteries. This copious vascularization raises the risk of recurrent or delayed bleeding after a procedure. One of the common causes of recurrent bleeding is originating from the middle sacral artery. Its branches pass to the posterior rectum wall. In a case of tumor development through the posterior part of the rectum in sacral or presacral space, it can hypertrophied as a feeder or developed collaterals through the rectum causing a risk of recurrent bleeding [5] . Therefore, we are curious about the locations of the lesions at the rectum. Does anterior, posterior, or lateral location of the lesions make any difference for the delayed bleeding? We also wonder if there is any difference in bleeding patterns of single-lesion versus multiplelesion dissection.
Finally, the authors highlighted important points. We believe that the clarification of the points we mentioned above would make this article more apprehensible and beneficial.
